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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

c¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing Attachment A

care shall include, at a minimum, the following Statement of Licensure Violations
and shall be practiced on a 24-hour,
seven-day-a-week basis:
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6) All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements were not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure that staff
followed the facility's fall protocol for two (R1, R4)
residents reviewed for falls. This failure resulted
in R1 sustaining a 4 cm frontal hematoma with
mild abrasion and transferred to local trauma
hospital.

Findings include:

1) R1's Admission Record documents, in part,
R1's diagnoses of hemiplegia and hemiparesis
following cerebral infarction affecting left
non-dominant side, encephalopathy, altered
mental status, cognitive communication deficit
and lack of coordination.

R1's Minimum Data Set (MDS), dated 9/6/21,
documents, in part, that R1's Brief Interview for
Mental Status (BIMS) score is a 4 which indicates
that R1 has severe cognitive impairment.

R1's MDS (9/6/21) documents, in part, for
Functional Status for Activities of Daily Living
(ADL) Assistance that R1's "Bed Mobility - How
resident moves to and from lying position, turns
side to side, and positions body while in bed" for
Self-Performance is coded as "Extensive
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Assistance" and for Support is coded as "Two +
(plus) persons physical assist." R1's Functional
Limitation in Range of Motion for Upper Extremity
is coded as "Impairment on one side,” and Lower
Extremity is coded as "Impairment on both sides."

On 7/5/22 at 2:34 pm, V3 (Former Licensed
Practical Nurse, LPN) stated that V3 recalled
R1's fall from the bed on 10/20/21 at
approximately 5:00 am. V3 stated that V4
(Former Certified Nursing Assistant, CNA)
physically came to the nurse's station where V3
was located and informed V3 of R1's fall from the
bed. V3 stated that both V3 and V4 then went
back to R1's room. When asked when V3
entered R1's room after being notified by V4
about R1's fall, which other staff members were
in R1's room, V3 stated, "Just the CNA (V4)." V3
stated, V4 told V3 that V4 turned R1 in bed, and
R1 *fell out of the bed.” V3 stated that R1's bed
was open on both sides where staff can perform
care (not up against the wall on one side), and
that R1 fell off the bed to the floor closer to the
outside wall of the room. V3 stated that V3 did a
full body assessment and observed R1 with a
forehead hematoma and that R1 complained of
pain. When asked about R1's injury and size of
R1's forehead hematoma, V3 stated, "It
(hematoma) must have been visible if | (V3) saw
it.” V3 stated, "(V3) | remember what (R1) told
me: (R1) fell off." V3 stated, "(R1) was verbal. |
(v3) remember (R1) spoke to V19 (R1's Family
Member)" on the phone after the fall. V3 stated
that V3 notified V27 (Nurse Practitioner, NP) who
ordered for R1 to be sent to the local hospital for
evaluation. When V3 was asked about V3's
documentation in R1's EMR (Electronic Medical
Record) about the ambulance routing R1 to a
trauma hospital, V3 stated, "if | (V3) wrote it, it is
what happened.”
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